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DEPARTMENT of CHILDREN and FAMILIES 
Making a Difference for Children, Families and Communities 

 
INDEPENDENT PSYCHOLOGICAL EVALUATIONS PROVIDED 

FOR THE COURT AND THE DEPARTMENT OF CHILDREN AND FA MILIES 
 

APPLICATION FOR EVALUATOR STATUS 
 

Application Overview  
 
The State of Connecticut, through the Department of Children and Families (DCF), 
allocates funds to pay for court ordered psychological evaluations for children and 
families involved with DCF.  The intent of this application is to develop a regionally 
based pool of high quality licensed professionals to provide psychological evaluations as 
requested by the Court and the Department of Children and Families. 
 
The evaluators will be expected to provide psychological assessments as requested, 
and to participate in utilization reviews and quality management as directed.   
 
The evaluators will agree to accept referrals for court ordered psychological evaluations, 
to adhere to the DCF Fee Schedule (see attached) and to participate in periodic reviews 
of performance.   
 
Complete applications from any Connecticut Licensed Psychologist in good standing 
with the Connecticut Department of Public Health (DPH) will be accepted.  This 
application shall not be construed as credentialing, but rather a mechanism to identify 
and maintain an active list of independent psychologists interested in forensic child and 
family psychology.   
 
Background  
 
The Department of Children and Families has statutory authority and responsibility to 
provide or arrange for a wide array of child welfare, juvenile justice, mental health and 
substance abuse services for Connecticut’s youth (P.A. 94-232).  In order to best 
determine the functioning and needs of clients, psychological or psychiatric evaluations 
may be requested by DCF.  These evaluations may be used by DCF, Assistant 
Attorneys General and the Juvenile Court when making decisions regarding the planning 
for, and disposition of, clients involved with the Department.   
 
There has not been a formal organizational structure at DCF to identify evaluators, to 
review the quality of service delivery or to manage the financial impact of evaluation 
services on the Department.  This application, and the procedures set forth herein, 
attempt to accomplish these goals, and to ensure that high quality, cost effective, 
culturally competent and regionally accessible evaluation services are available to the 
Department and the Court.   



 

 

 
Purpose of Evaluations  
 
Children, youth and families may be referred for evaluation for a variety of reasons 
including, but not limited to, the following: 
 
·  Recommendations for Permanency Plans such as Termination of Parental Rights, 

Adoption or Reunification, or Recommendations for Placement or Treatment Setting 
·  Child Safety Assessments 
·  Determination of Parental/Caretaker Capacities 
·  Assessment of Parent/Child Relationships 
·  Assessment of Family Relationships 
·  Assessment of Individual Functioning (e.g., intelligence, emotional characteristics) 
·  Determination of Treatment Needs and Approaches 
 
Each independent evaluator, based on appropriate cl inical practice and standards, 
will determine the evaluation procedures to be used .   
 
Review Procedure  
 
Applications will be accepted from any Connecticut Licensed Psychologist in good 
standing with the Department of Public Health.  Applications will be processed by 
Advanced Behavioral Health, Inc. and reviewed by DCF.  Psychologists providing a 
complete application, and identified as in good standing regarding licensure, will be 
placed on an active list of available evaluators, and a regional listing of these evaluators 
will be made available to DCF staff, the Attorneys General’s Office and Court personnel.  
The use of any evaluator is at the discretion of the Area Office Director, the Assistant 
Attorneys General and the Court.  DCF retains the right to reject applications from 
individuals who have been sanctioned by the Department of Public Health for license 
violations. 
 
Send Completed Applications To:  
 
Advanced Behavioral Health 
Attn:  DCF Psychological Evaluations 
Middlesex Corporate Center 
213 Court Street 
Middletown, CT  06457 
Phone:(860) 638-5309 
Fax: (860) 638-5302 
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INDEPENDENT PSYCHOLOGICAL EVALUATIONS PROVIDED FOR 

THE COURT AND THE DEPARTMENT OF CHILDREN AND FAMILI ES 
 
 

APPLICATION CHECK SHEET 
 
 

Applicants must provide the following: 
 
��� �  Completed Application for Evaluator Status 
 
��� �  Curriculum Vitae with a minimum of five years of post-doctoral clinical 

work history indicated by month and year 
 
��� �  Completed Regional Listing Chart 
 
��� �  Completed Professional Review Questionnaire 
 
��� �  Signed Consent Form for Release of Confidential Disciplinary Records 
 
��� �  Copy of Current License 
 
��� �  Copy of Current Malpractice Insurance Certificate which displays the limits 

of liability and policy period (minimum requirement – 1M per occurrence 
3M in aggregate) 

 
��� �  Signed Consent Form for Release of Curriculum Vitae 
 
��� �  Completed and signed IRS Form W-9 
 
��� �  Copies of Background Checks which cannot be dated longer than 6 

months prior to application: 
 

 ____CPS ____Dept. of Public Safety 
 
Send all application materials to: 
 

Advanced Behavioral Health, Inc. 
Attn:  DCF Psychological Evaluations 
Middlesex Corporate Center 
213 Court Street 
Middletown, CT 06457 
Phone: (860) 638-5309 
Fax:   (860) 638-5302 
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INDEPENDENT PSYCHOLOGICAL EVALUATIONS PROVIDED FOR 

THE COURT AND THE DEPARTMENT OF CHILDREN AND FAMILI ES 
 

APPLICATION FOR EVALUATOR STATUS  
 

I. Practitioner Information (fields with an asterisk will be displayed on the w ebsite roster)  

*Practitioner Name:        

*Address (street, suite #, etc.)        

*P.O. Box:         

*City: ______________________ *State:  ______________________  *Zip:       

*Phone #: (        )                           * Fax #: (        )                                * E-Mail:                                 

Tax ID #:                                       Name of Owner of this Tax ID:             

Address to which payments are to be sent:                                          �    Same as Above 

If different address: 

Address (street, suite #, etc.)     

City: ______________________  State:  ______________________  Zip:    

Phone # / Fax # / E-Mail Address for Billing Purposes:                         �    Same as 

Above 

Phone #: (        )                            Fax #: (        )                                 E-Mail:    
 
II. Licensure 
 
State License Registration Number:_____________________ Expiration Date:   
 

Are there any conditions that have been placed on the above Licensure?   �   NO    �   YES 

If your answer is Yes, please provide a detailed explanation on a separate sheet of paper and attach to this application. 

 
III. Malpractice Insurance Coverage 
  
Current Company:     

Address:     

City: ______________________ State:  ______________________  Zip:    

Policy Number:     

Effective Date of Coverage:                                                  Exp. Date:    

Date that coverage with this carrier first began:     

Limits of Coverage:  Per Occurrence $           M            Aggregate $          M



 

 

IV. Languages Spoken * 

�  Chinese �  Croatian �  Czech �  English  �  Filipino �  French 
 
�  German �  Hatian �  Hebrew �  Hmong  �  Italian �  Japanese 
 
�  Korean �  Polish  �  Portuguese �  Russian  �  Serbian �  Sign 
 
�  Slovak �  Spanish �  Yugoslav �  Vietnamese  �  Other   
 
 
V. Special Expertise * 

Evaluation Expertise: 
 
�  Sexual perpetrators �  Sexual abuse �  Learning disabilities  
 
�  Cognitive impairment �  Domestic violence �  Alcohol/drug abuse 
 
�  Young children  �  Adolescents �  Munchausen Syndrome by Proxy 
 
�  Other              
 
 
Do you have 24-hour on-call availability? �  Yes  �  No 
 
 
VI. Voluntary Information: 

 
Clients and family members often express preferences for an evaluator of a particular 
ethnic background or gender.  Your completion of the information below will allow DCF 
and the Court to be more responsive when such a preference is requested.  If you 
volunteer to provide the following information, it will only be used when a client or family 
member indicates such information is important in selecting an evaluator.  The 
information collected will not be released to any other party, except in aggregate form. 
 
Ethnic background:  �    African American/Black 

�  Asian/Pacific Islander 
�  Caucasian/White 
�  Native American/Eskimo 
�  Puerto Rican 
�  Other (not listed above) ___________________________ 

 
 
Gender:   �    Female  �    Male 
 
 
 



 

 

 
 
 
 
VII. Attestation Statement  

 
I attest that all information in this application is true, accurate and complete.  I agree to 
be bound by the bylaws, rules, regulations, committee recommendations, and 
reimbursement schedules adopted by the State of Connecticut Department of Children 
and Families (DCF).  
 
I agree to accept referrals for court ordered psychological evaluations and provide 
psychological assessments as requested.  I agree to participate in utilization review and 
quality management activities.  I agree to notify DCF in writing at least sixty (60) days in 
advance of terminating services for independent psychological evaluations and in 
accordance with professional practice standards, make every effort to be available and 
fulfill obligations for court testimony as needed after the termination date. 
 
I grant permission and consent for DCF, and/or its designee, to verify information 
contained on the application and consent to the release by any person, organization, or 
other entity to DCF, and/or its designee. 
 
             
Name (Print or Type)     Date 

 
       
Signature 
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Regional Listing Chart 

 
Please indicate which regions you would like to be listed as an evaluator (check 
all that apply).  Refer to the attached chart: 
 
 
Southwest Region (Bridgeport, Norwalk, Stamford)  _____ 
 
 
Southcentral Region (Meriden, Middletown, New Haven) _____ 
 
 
Eastern Region (Norwich, Willimantic)     _____ 
 
 
Northwest Region (Danbury, Torrington, Waterbury)  _____ 
 
 
Northcentral Region  (Hartford, Manchester, New Britain) _____ 
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PROFESSIONAL REVIEW QUESTIONNAIRE 
 
Please answer the following questions by placing a check mark in the appropriate category.  If 
you answer “yes” to any of the questions please provide a detailed explanation on a separate 
sheet of paper (with the exception of question #13). 
         YES  NO  N/A 
1. Has your license to practice your profession in any jurisdiction 

ever been refused, limited, suspended, revoked or voluntarily 
relinquished? 

   

2. Has any action(s) ever been taken against you by the Licensing 
Board of any state? 

   

3. Has your DEA registration to prescribe controlled substances ever 
been limited, suspended, revoked or voluntarily relinquished? 

   

4. Have your privileges in any hospital ever been suspended, 
diminished, revoked, or not renewed involuntarily or voluntarily? 

   

5. Have you ever been reprimanded by, or had your membership 
refused, suspended, or revoked by any professional organization? 

   

6. Have you ever been named as a party in a malpractice action?    
7. Have any claims ever been made against you for professional 

negligence or malpractice? 
   

8. Have you ever been convicted of a crime other than a minor traffic 
offense? 

   

9. Are you currently using illegal drugs?    
10. Do you have any physical, mental, or addictive problems that may 

interfere with your ability to carry out the duties and responsibilities 
of your profession? 

   

11. Have you ever been denied professional liability insurance, or has 
your policy ever been revoked, canceled, or voluntarily 
relinquished under a threat of cancellation? 

   

12. Have you ever been the subject of investigation by any peer 
review committee? 

   

13. Are you able to perform all of the services being requested in this 
application according to accepted standards of professional 
performance and without posing a direct threat to clients or 
others? 

   

14. Do you, your partner(s), or any member of your family have a 
direct or indirect conflict of interest with the Department of Children 
and Families (DCF)? 

   

 
My signature certifies that I have answered all questions accurately, completely and to the best of 
my ability.  I understand that any misrepresentation or false statement can result in my being 
withdrawn from the DCF list of evaluators as well as possible recourse through the Department of 
Public Health, Division of Medical Quality Assurance.   
 
_____________________________________ ______________________ 
Signature      Date 
 
____________________________________ _______________________ 
Printed Name      Date of Birth 
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Court Ordered Psychological Evaluations 
 

Fee Schedule 5/1/08 
 
 

 
 
Services related to assessment and interviewing, consultation with DCF staff and 
attorneys, collateral contacts, report preparation (including translation services 
provided by the psychologist), court testimony and other court-related services 
will be reimbursed at a rate of $128.75 per hour.  Appointment failures (i.e. no 
shows) and travel will be reimbursed at a rate of $103.00 per hour.  The billing 
policies issued by DCF on May 21, 2001 and after, are in effect for all services 
rendered on or after June 1, 2001.   
 
Complete bills for services shall be submitted on DCF approved forms.  Bills and 
bill inquiries shall be directed to: 
 
Advanced Behavioral Health 
Attn:  DCF Psychological Evaluations 
Middlesex Corporate Center 
213 Court Street 
Middletown, CT  06457 
Phone:  (860) 638-5309 
Fax:  (860) 638-5302 
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Consent Form 
 

Release of Confidential Disciplinary Records 
 
I hereby give my consent and authorization for the Department of Public Health, 
Division of Medical Quality Assurance, to confirm the existence of any pending 
complaints and to release any records of disciplinary actions to the Department 
of Children and Families or Advanced Behavioral Health.   
 
 
Please list any documents that the Department is not authorized to release: 
 
 
 
 
 
 
 
 
___________________________________  ________________ 
Signature       Date 
 
 
 
___________________________________  ________________ 
Printed or Typed Name     Date of Birth 
 
 
 
________________________________________________________________ 
Address 
 
 
 
___________________________________  ________________ 
Connecticut License Number    Expiration Date 
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Consent Form 
 

Release of Curriculum Vitae  
 
 

I hereby give my consent and authorization for the State of Connecticut 
Department of Children and Families or Advanced Behavioral Health, Inc. to 
release a copy of my Curriculum Vitae to the State of Connecticut Judicial 
Branch, Court Operations Division. 
 
 
 
 
___________________________________  ________________ 
Signature       Date 
 
 
 
___________________________________  ________________ 
Printed or Typed Name     Date of Birth 
 
 
 
________________________________________________________________ 
Address 
 
 
 
___________________________________  ________________ 
Connecticut License Number    Expiration Date 
 


